SEXUALLY TRANSMITTED DISEASE - CONFIDENTIAL MORBIDITY REPORT COUNTY OF LOS ANGELES
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Cupdate Done by:

Diagnosing Medical Practitioner Information (Write legibly or use clinic stamp. For a custom form with your information, email stdreporting@ph.lacounty.gov)

Provider Name:

Dept./Clinic:

Facility Name:
Address:
City/State/Zip Code:
Tel / Fax:

PATIENT'S LAST NAME FIRST NAME M.I.

MEDICAL RECORD NUMBER BIRTHDATE:

PATIENT'S STREET ADDRESS APT/UNIT NO.

CITY/TOWN STATE ZIP CODE

HOME TEL. WORK TEL.

CELL E-MAIL ADDRESS

Patient Pregnant? [JUnk.CONo [dYes »LMP: ‘ ‘

Date of ‘
Report:

‘ ‘ Partner Pregnant? [JUnk. [CDNo [Yes

Gender: Marital Status: Races(s): Ethnicity: Gender of Sex Partner(s):
COmale [Cdsingle CWhite [CHispanic/Latino/a  [Mmale
[CIremale CIMarried/ [IBlack/African American [CINon-Hispanic/ CIFemale
[CITransgender MtoF ~ Domestic Partnership [CJNative American/Alaska Native Non-Latino/a [ITransgender MtoF
OTransgender FtoM DS(?parated DASléh/ASlan American Primary Language: CITransgender FtoM
[Junknown [CIbivorced [CINative Hawaiian/ Pacific Islander [CJEnglish CJother
[CJother CIwidowed [CJunknown Clspanish CJUnknown

[CLiving with Partner [JOther: [CJOther: [CJRefused
Disease(s) Being [CJChlamydia (including LGV) [CJGonorrhea [dSyphilis (for syphilis fill out back of form & fax both sides)
Reported: [JPID (non-gonorrheal/chlamydial) [CJChancroid

Site/specimen(s) with  Specimen collection date: ‘ ‘ ‘

‘ ‘ Chlamydia/Gonorrhea Diagnosis
positive result: CJAsymptomatic

Symptomatic - uncomplicated
Chlamydia: Treatment date: ‘ ‘ - ‘ - ‘ ‘ Clsymp P .
. CJPID - due to gonorrhea or chlamydia
Clurine . . . .
Clcervix Allergicto:  [Penicillin  [JCephalosporins [CJEye infection

CIDisseminated gonorrhea

[Clvagina Medication(s) and Doses: [INot treated ClLymphogranuloma venereum (LGV)
Clurethra [JCeftriaxone 250mg IM I:IOYchfr' &

CJRectum CJAzithromycin 1g po )

CJPharyngeal CJAzithromycin 2g po

CJother: CJDoxycyline 100mg bid x 7 d

Gonorrhea: [JCefixime 400mg po

Curine

CICervix [CJother med(s):

Cvagina

Clurethra

CRectum Partner Number Number Treated Number Given

[COPharyngeal Info.: Partners EI:E (not including EI:E PDPT (Patient Delivered EI:E
Cother: (last 60 days): PDPT): Partner Therapy):
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PATIENT'S LAST NAME FIRST NAME M.I.

Syphilis
Syphilis stage Symptoms/Sign
[JPrimary (lesion/sore present) [CINone [JGenital ulcer [_JRectal/perianal ulcer [_]Oral ulcer
[C]secondary (rash/condyloma lata present) [CJRash [JAlopecia[JCondyloma lata [_INeurological symptoms
[CJearly latent (<1 year) [Clother:
[CLate latent (>1 year)
[CJprobable Congenital syphilis Onset Date: ‘ ‘ - ‘ - ‘ ‘

Neurosyphilis? [JYes [_INo [_]Unknown

Infants only [JLive birth  []Still birth

o Cneg DPOS:} 1 EI:E Gestation Emwks. Weight ‘ ‘ ‘ ‘ ‘grams
VDRL [INeg []Pos: Titer L. Long bone x-rays consistent [ JNo [JUnknown
FTA-ABS [JNeg [JPos with congenital syphilis? [Jves [CINotdone
TP-PA [CINeg [JPos
EIA/CIA  [INeg []Pos

Blood test - collection date:

Infant’s serum RPR titer 4X mothers? [_|No [_]Yes

Mothers only (complete only if this is baby’s CMR)
‘ ‘ Syphilis stage:

‘ Serology (at delivery) ] RPR [JVDRL Titer 1:
CSF-VDRL [INeg [Jpos: Titer 11 [ | [ | N LT
meas ate/s).

Other (test name/result):

CSF - collection date: ‘ ‘

CSF WBC D:E mm3  CSF protein EI:E mg/dl | Partner Information
Number Partners Number
ottt N N O o B R

Patient Rx - Medication(s) and Doses: Treatment date(s): Allergic to: [_]Penicillin []Cephalosporins
‘ ‘ [CINot treated

[IBenzathine penicillin G 2.4MU IM once ‘ ‘

[IBenzathine penicillin G 2.4MU IM once ‘ ‘

[CIBenzathine penicillin G 2.4MU IM once ‘ ‘

[CJpoxycyline 100mg bid x 14 d ‘ ‘

[CJpoxycyline 100mg bid x 28 d ‘ ‘

Treatment date(s):

CJother med(s): T H T 1T ]
RN
CONGENITAL SYPHILIS Provide info. below on MOTHER(if this is infant’s CMR) or INFANT (if this is mother’s CMR).
Send CMRs for both mother & infant

LAST NAME FIRST NAME M.,
B .
T T T T T T T T L T

FAX TO: (213) 749-9602 Complete STD CMR on-line or download at http://publichealth.lacounty.gov/std/providers.htm.

or For a custom electronic or printed form, prepopulated with your information, contact

MAIL TO: stdreporting@ph.lacounty.gov or (213) 741-8000. Do not send completed forms by email.

Division of HIV and STD Programs

For info. on STD reporting: http:/publichealth.lacounty.gov/dhsp/ReportCase.htm (213) 744-3106
2615 S. Grand Avenue, Room 450 P g: hitp:7ip y-9 prRep (213)

Los Angeles, CA 90007 For info. on HIV reporting: http://publichealth.lacounty.gov/dhsp/ReportCase.htm (213) 351-8516

H1911_6/18/14 Page 2




	EMAIL ADDRESS: 
	Dept: 
	/Clinic: 

	M: 
	I: 

	PRIM: 
	 LANG: 
	 Other: 


	RPR: Off
	VDRL: Off
	Patient Pregnant: Off
	Partner Pregnant: Off
	Gender: Off
	Marital Status: Off
	Ethnicity: Off
	Primary Language: Off
	Syphilis Stage: Off
	Neurosyphilis: Off
	RPR Neg/Pos: Off
	VDRL Pos/Neg: Off
	FTA-ABS Pos/Neg: Off
	EIA/CIA Pos/Neg: Off
	CSF-VDRL Pos/Neg: Off
	LIVE/STILL BIRTH: Off
	X-RAYS CONSISTENCY: Off
	INFANT SERUM: Off
	TP-PA Pos/Neg: Off
	PFN: 
	PLN: 
	Report Done By:: 
	Patient's Street Address: 
	Apt/Unit No: 
	City/Town: 
	State: 
	Zip Code: 
	Date of Report: Day: 
	Date of Report: Month: 
	Date of Report: Year: 
	HOME TEL: 3 digits: 
	HOME TEL: Area Code: 
	HOME TEL: Last 4 Digits: 
	CELL: Area Code: 
	CELL: 3 Digits: 
	CELL: Last 4 Digits: 
	WORK TEL: Area Code: 
	WORK TEL: 3 Digits: 
	WORK TEL: Last 4 Digits: 
	Last Menstral Period Date: Month: 
	Last Menstral Period Date: Day: 
	Last Menstral Period Date: Year: 
	Gender of Sex Partner(s): Male: Off
	Gender of Sex Partner(s): Unknown: Off
	Gender of Sex Partner(s): Refused: Off
	Gender of Sex Partner(s): Other: Off
	Gender of Sex Partner(s): Trans: 
	 FtoM: Off
	 MtoF: Off

	Gender of Sex Partner(s): Female: Off
	Specimen Collection Date: Month: 
	Specimen Collection Date: Year: 
	Tx Date: Month: 
	Tx Date: Day: 
	Tx Date: Year: 
	Specimen Collection Date: Day: 
	Disease Reported: Chlamydia: Off
	Disease Reported: Gonorrhea: Off
	Disease Reported: Syphilis: Off
	Disease Reported: PID: Off
	Disease Reported: Chancroid: Off
	POS RES_CHLAM: Urine: Off
	POS RES_CHLAM: Cervix: Off
	POS RES_CHLAM:Vagina: Off
	POS RES_CHLAM: Urethra: Off
	POS RES_CHLAM: Rectum: Off
	POS RES_CHLAM: Pharyngeal: Off
	POS RES_CHLAM: Other: Off
	POS RES_GON: Urine: Off
	POS RES_GON: Cervix: Off
	POS RES_GON: Vagina: Off
	POS RES_GON: Urethra: Off
	POS RES_GON: Rectum: Off
	POS RES_GON: Pharyngeal: Off
	POS RES_GON: Other: Off
	ALLERGIC TO: Penicillin: Off
	ALLERGIC TO: Cephalosporins: Off
	MED_DOSES: Cefixime 400mg po: Off
	# TREATED: 
	# Given Patient Delivered Partner Therapy: 
	Onset Date: Month: 
	Onset Date: Day: 
	Onset Date: Year: 
	Syphilis Symp/Signs: None: Off
	Syphilis Symp/Signs: Genital ulcer: Off
	Syphilis Symp/Signs: Rectal/perianal ulcer: Off
	Syphilis Symp/Signs: Oral ulcer: Off
	Syphilis Symp/Signs: Rash: Off
	Syphilis Symp/Signs: Alopecia: Off
	Syphilis Symp/Signs: Condyloma lata: Off
	Syphilis Symp/Signs: Neurological symptoms: Off
	Syphilis Symp/Signs: Other: Off
	SYPHILIS_SYM_OTHER: 
	Blood Test Collection Date: Month: 
	Blood Test Collection Date: Day: 
	Blood Test Collection Date: Year: 
	Blood Test RPR or VDRL: Titer 1: 
	CSF- Collection Date: Month: 
	CSF- Collection Date: Day: 
	CSF- Collection Date: Year: 
	Blood Test CSF-VDRL: Titer 1: 
	Blood Test CSF protein: mg/dl: 
	Blood Test CSF WBC: mm3: 
	Gestation Weeks: 
	Weight: Grams: 
	SEROLOGY RPR OR VDRL Titer 1: 
	Partner Info: # Treated: 
	Partner Info: # OF PARTNERS  (12mos): 
	#PARTNERS (last 60 days): 
	Tx Date #1: Month: 
	Tx Date #1: Day: 
	Tx Date #1: Year: 
	Tx Date #2: Month: 
	Tx Date #2: Day: 
	Tx Date #2: Year: 
	Tx Date #3: Month: 
	Tx Date #3: Day: 
	Tx Date #3: Year: 
	Tx Date #4: Month: 
	Tx Date #4: Day: 
	Tx Date #4: Year: 
	Tx Date #5: Month: 
	Tx Date #5: Day: 
	Tx Date #5: Year: 
	Tx Date #6: Month: 
	Tx Date #6: Day: 
	Tx Date #6: Year: 
	Tx Date #7: Month: 
	Tx Date #7: Day: 
	Tx Date #7: Year: 
	Patient Rx: Doxycyline 100mg bid x 14 d: Off
	Patient Rx: Doxycyline 100mg bid x 28 d: Off
	Patient Rx: Other med(s): Off
	Allergic To: Penicillin: Off
	Allergic To: Cephalosporins: Off
	Allergic To: Not Treated: Off
	Congentital Syphilis: PLN: 
	Congentital Syphilis: FLN: 
	Congentital Syphilis: M: 
	I: 

	Medical Record Number: 
	Congentital Syphilis: Medical Record Number: 
	Patient Birthdate: Month: 
	Congentital Syphilis: Patient Birthdate: Month: 
	Patient Birthdate: Day: 
	Congentital Syphilis: Patient Birthdate: Day: 
	Patient Birthdate : Year: 
	Congentital Syphilis: Patient Birthdate : Year: 
	Facility Telephone #: 
	Facility Fax  #: 
	Race: White: Off
	Race: Black/African American: Off
	Race: Native American/ Alaska Native: Off
	Race: Asian/ Asian American: Off
	Race: Native Hawaiian/ Pacific Islander: Off
	Race: Unknown: Off
	Race: Other: Off
	DIAGNOSIS: Symptomatic- uncomplicated: Off
	DIAGNOSIS: Asymptomatic: Off
	DIAGNOSIS: PID: Off
	DIAGNOSIS: Eye infection: Off
	DIAGNOSIS: Disseminated gonorrhea: Off
	DIAGNOSIS: Lymphogranuloma venereum (LGV): Off
	DIAGNOSIS: Other: Off
	Patient Rx: Benzathine_penicillin G 2: 
	4 MU IM once #3: Off

	Patient Rx: Benzathinepenicillin G 2: 
	4MU IM once #2: Off

	Patient Rx: Benzathine penicillin G 2: 
	4MU IM once #1: Off

	MED_DOSES_Ceftriaxone _250mg_IM: Off
	MED_DOSES_Azithromycin_2g_po: Off
	MED_DOSES_Other_med(s): Off
	MED_DOSES_Not_Treated: Off
	MED_DOSES_Azithromycin_1g_po: Off
	MED_DOSES_Doxycyline_100_mg_po: Off
	City/State/Zip Code: 
	Provider Name: 
	Facility Name: 
	Street Address: 
	Other meds_2: 
	Other meds_1: 
	EIA/CIA_OTHER: 
	Other meds: 
	POS RES_CHLAM_OTHER: 
	RACE_Other: 
	New/Update: Off
	Other meds #2: 
	Diagnosis_Other: 
	POS RES_GON_OTHER: 
	Rx (meds & dates): 
	INFANT'S SYPHILIS STAGE: 


